M
ass shootings are reshaping the character of American public life. Whoever we are, they happen to people just like us; they happen in places just like our places. We all sense that we are at risk.
Yet even as we focus on the latest tragedy in Las Vegas, we must remember that these horrific mass shootings have accounted for no more than 1% to 2% of deaths from firearm violence in recent years. The 2 mass shootings with the highest fatality counts in modern U.S. history, in Las Vegas on 1 October 2017 and Orlando on 12 June 2016, resulted in 107 deaths. Yet nationwide in 2016, there was an average of 97 deaths from firearm violence per day: 35 476 altogether (1). In the 10 years ending with 2016, deaths of U.S. civilians from firearm violence exceeded American combat fatalities in World War II.
Calls for action in the wake of Las Vegas have been made not just with profound sadness and outrage but with a here-we-go-again sense of futility. This is entirely appropriate if action by Congress and the White House is being called for-those institutions have abdicated their responsibility on this complex and pressing problem as on so many others.
But there is a critically important and beneficial action that we physicians can take, right now and on our own initiative. Fundamentally, it's quite simple. We need to ask our patients about firearms, counsel them on safe firearm behaviors, and take further action when an imminent hazard is present (2) .
This can be a focused intervention, because violence is not distributed at random. People who commit firearm violence-whether against others or themselvesand people who sustain it often have well-recognized risk factors. As a result, firearm violence can to some extent be predicted. What's more, these factors often bring high-risk individuals into contact with physicians. They include abuse of alcohol (3) and controlled substances, acute injury (4), a history of violence (including a suicide attempt), poorly controlled severe mental illness (5), an abusive partner, and serious life stressors.
The relationship between fatal violence and recent contact with a health professional is clearest for people who commit suicide: As many as 45% have seen their primary care provider within a month of their deaths (6) . Particularly at older ages, these persons frequently disclose their intent to kill themselves, and they are most likely to do so when they have coexisting health problems (7) . Unintentional injury is a concern, too; are there children or impaired adults exposed to firearms, creating a risk for unintended harm to themselves or others?
We already acknowledge that we should talk about firearms with patients, and patients agree with us (8); however, we don't do it (2) . There are barriers, to be sure. We may be concerned that we don't know enough about firearms, or about the benefits and risks associated with owning and using them. We may think that we don't have time. We may even believe that such conversations are prohibited by law, which is a myth.
In fact, there is a growing literature on when such conversations are most appropriate, how to ask the questions, and what to do with the answers (9). The key, as always, is to make clear that we are asking because we care about our patients' health and well-being. Materials for both physicians and patients are available (2), and more are in development. Many professional societies, including the American College of Physicians, have agreed that talking about firearms is something a physician should do (10) .
With all that in mind, here is what you can do right now to help stop firearm injury and death: Make a commitment to ask your patients about firearms when, in your judgment, it is appropriate, and follow through. If you need to study up in advance, so be it.
As we know, commitments to change healthrelated behaviors mean more when they are made in public. The 
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These activities and others in the background will help create the knowledge base and infrastructure to make your efforts as effective as possible. But in the end, it all comes down to what happens between you and your patient in the office, or the hospital, or the emergency department.
Please make your commitment. There is no better time, and it's the right thing to do.
From UC Davis School of Medicine, Sacramento, California.
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